The field of facial plastic and reconstructive surgery (FPRS) is an important part of otolaryngology-head and neck surgery and a certification board-mandated component of resident training. Creating a successful FPRS practice in an academic environment can be challenging, especially if the surgeon desires to provide cosmetic surgical services, because of the unique expenses with regard to practice environment, marketing costs, higher staff needs, and frequently evolving costs of equipment. Table summarizes the data from both surveys. Some questions in the survey were left blank by the respondents.
subspecialties in which a higher level of service is expected at academic institutions, academic FPRS surgeons compete directly with community surgeons for their cosmetic cases. This often translates into a need for specialized staff, upscale space, and expensive equipment. Data from this study show that departments and hospitals provide financial contributions for staff, advertising, and major medical equipment expenses. Surgeons pay for these costs in less than 15% of the surveyed departments. The data herein are heterogeneous because they included departments with full-time academic surgeons and private surgeons.
The above expenses can increase the cost of retaining a FPRS surgeon and potentially decrease the profitability. Nonetheless, 77% of departments in the 2013 survey and 53% of departments in the 2009 survey reported that FPRS surgeons were profitable.
For all surgeons, the option of private practice remains an alternative to an academic career. Departments reported that 25% to 41% of their FPRS faculty are in full-time private practice. Although programs reported that their academic FPRS faculty members perform more reconstructive surgery (60%) than cosmetic surgery (40%), a robust FPRS presence requires both reconstructive and cosmetic cases. In general plastic surgery, the trend has been toward increased nonsurgical procedures, less cosmetic surgery, and more reconstructive surgery (80%-98%) at academic institutions. 
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Factors Contributing to Recovery From Anesthesia and Postoperative Nausea and Vomiting
To the Editor Anesthesia-and surgery-related independent predictors of postoperative nausea and vomiting (PONV) have been well highlighted by Jones and LaFerriere. 1 Nevertheless, some major patient-related independent predictors seem to have been overlooked in their study. Factors contributing to the PONV include, but are not limited to, female sex, not smoking, history of PONV, motion sickness, or migraine, younger age, and duration of anesthesia.
2
Propofol is a broadly used agent whose antiemetic properties have been well documented. Jones and LaFerriere 1 suggest that propofol, despite having powerful sedative properties similar to ketamine, lacks the advantages of being amnestic and analgesic. Although this is true from the analgesic aspects, at subhypnotic doses, propofol provides sedation and amnesia.
3 Generally, at propofol infusion rates greater than 25
to 30 μg/kg/min, patients are amnesic. Furthermore, patients in the Inhalational Anesthesia (AI) group of the study underwent anesthesia maintenance based on the choice of the anesthesiologists rather than on a single protocol. Anesthesiologists often use nitrous oxide in combination with AI to complete the maintenance of the anesthesia. Both volatile agents and nitrous oxide are known to be emetogenic. Moreover, the emetogenic effects of nitrous oxide and volatile anesthetics are independent; that is, they are additive.
4 Also, different types of volatile agents are routinely used for the maintenance of anesthesia. Although there are no differences in PONV among the volatile anesthetics, recovery from anesthesia with desflurane and sevoflurane is more rapid and less influenced by the duration of anesthesia than with isoflurane. 5 These confounding factors seem to have been unaccounted for in the study.
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